I. Introduction
Clip migration is an uncommon, however, a well known phenomenon in laparoscopic cholecystectomy. It has been recognized since 1979 and was first reported in 1992.
[1] Though pathophysiology of this phenomenon is not fully understood, it is known that migrated clip acts as a focus for stone formation. Until now, under 100 cases of clip migration has been reported.
II. Case report
We present a case study of a 48 years old lady with severe pain in right upper quadrant associated with high grade fever, jaundice, backache, nausea and vomiting diagnosed as acute cholangitis. She underwent an uncomplicated laparoscopic cholecystectomy (LC) 13 years earlier. Since, few months after the surgery she had intermittent right upper abdominal pain and had underwent multiple sonographies which where normal. 
III. Discussion
Cholelithiasis is a common entity and cholecystectomy is the treatment of choice for the symptomatic disease. Since the advent of laparoscopic technique, LC has become the standard procedure for the management of symptomatic gallstones disease. [2] Complications associated with LC have been accounted for to be <5%. Late complications include biliary strictures and postcholecystectomy clip migration (PCCM). Mechanism of clip migration is largely unknown. One of the proposed mechanisms for PCCM is erosion of the bile duct because of the pressure exerted by the clip. The movement of the clip within the abdominal cavity leads to the erosion of the bile duct and migration of the clip along the path of least resistance. [4] Another hypothesis is involution or inversion of the cystic duct stump with the attached clip into the lumen of the CBD as a result of compression by local structures, like the liver. [7] The migrated clip acts as focus for the eventual stone formation. [5] Factors implicated in PCCM are short cystic duct stump, weakened cystic duct stump due to ischaemic necrosis and infective necrosis. 29% of the reported cases were associated with bile duct injuries implicating its association with such cases. Median time for recognisation is 26 months after surgery, [6] though, the time interval between initial cholecsytectomy and presentation may be variable with case reports describing clip migration as late as 14 years after LC. [3] The mechanism by which surgical clip migration takes place is unclear but is thought to be partly affected by technical factors such as correct placement and numbers of clips used. (8) Common presentations are obstructive jaundice (37.7 %), cholangitis (27.5%), biliary colic (18.8%) and acute pancreatitis ( 8.7%). [6] The management of PCCM with biliary complications are similar to that of non-iatrogenic choledocholithiasis. As per n current recommendations, ERCP is the modality of choice with surgery and percutaneous transhepatic cholangiography is the procedure reserved for difficult biliray strictures and large stones . [9] 
IV. Conclusion
Complete skeletonisation of cystic duct is recommended and minimum usage of clips may reduce the likelihood of clip migration. Use of absorbable clips have been recommended by few, but, PCCM have also been reported where absorbable clips had been used. [10] Our case highlights that, in case of, recurrence of symptoms following laparoscopic cholecystectomy, there should be suspicion towards clip migration and patient should be evaluated for the same. Also, clip related complications can develop late, hence, long-term follow-up is necessary.
